Objectives: To examine various models of integrated and/or one stop shop (OSS) sexual health services (including general practice, mainstream specialist services, and designated young people's services) and explore their relative strengths and weaknesses. Methods: Literature review and interviews with key informants involved in developing the National Strategy for Sexual Health and HIV (n = 11). Results: The paper focuses on five broad perspectives (logistics, public health, users, staff, and cost). Contraceptive and genitourinary medicine issues are closely related. However, there is no agreement about what is meant by having ''integrated'' services, about which services should be integrated, or where integration should happen. There are concerns that OSSs will result in over-centralisation, to the disadvantage of stand alone and satellite services. OSS models are potentially more user focused, but the stigma that surrounds sexual health services may create an access barrier. From staff perspectives, the advantages are greater career opportunities and increased responsibility, while the disadvantages are concern that OSSs will result in loss of expertise and professional status. Cost effectiveness data are contradictory. Conclusion: Although there is a policy commitment to look at how integrated services can be better developed, more evidence is required on the impact and appropriateness of this approach.
I
n 2001, the government launched the National Strategy for Sexual Health and HIV. 1 An aim of this strategy is to develop sexual health services around patients' needs. A recommendation resulting from this is provision of comprehensive and integrated sexual health services. More recently, the white paper Making Healthier Choices Easier, 2 stated that funding is to be made available to ''support modernisation of the whole range of NHS sexual health services, ….and deliver these services in a different way.'' Providing all sexual health services under one roof has been suggested as a model to ensure a more integrated approach to health care. There is no clear consensus as to what constitutes an integrated service. The white paper, The New NHS: Modern, Dependable, sets an agenda for the NHS to work towards integrated health services that provide for local communities. 3 From an organisational perspective, this implies integrated management, planning and configuration of services, as well as common information technology support systems and surveillance. What is less clear is how integration would work. 4 5 Should sexual health services be provided under one roof (that is, the one stop shop model) or is it best to maintain specialist services, but ensure good collaborative working or as described by Wilkinson ''the supportive friendship'' model? 6 Where is the best setting and who should provide this integrated service?
The aims of this paper are to examine various approaches and models of integrated and/or one stop shop (OSS) sexual health services (within mainstream contraceptive and genitourinary medicine (GUM) clinics, designated young people's services and general practice), and to investigate strengths and weaknesses of these approaches.
METHODS
Literature relating to the integration of contraceptive and GUM services (including OSSs) within primary and secondary care settings was identified through a search of Medline, Embase, and Popline (1990-January 2005). Relevant ''grey'' literature, such as government policy documents, was also sought. As the focus of this work was to inform the national evaluation of one stop shops in England, the literature reviewed was primarily from the United Kingdom.
The literature review informed the topic guide for in-depth interviews. The guide included questions on definitions of integration, key characteristics of integrated services, and where they should be located; potential strengths and weaknesses of different approaches; and what could be the main outcomes of a policy promoting integration. Interviewees were purposely selected to represent different stakeholders/professions involved in the development of the national strategy for sexual health and HIV (n = 11) across England. Interviews were conducted over the telephone or face to face. Interviews were taped and transcribed. A thematic analysis was conducted, using the first stages of ''framework.'' 7 Two researchers (RF and CC) analysed the transcripts to ensure reliability. A unique ID number was allocated to each interviewee.
The findings of the literature review and interviews were combined to identify potential benefits and pitfalls associated with integration.
RESULTS
Five broad themes were identified through the analysis: logistics, public health, users, staff, and cost. These provide the structure for this paper and are summarised in table 1.
Logistics
The ''one stop shop'' in its broadest sense refers to sexual health services on a single site (see fig 1) .
There is less agreement as to whether one provider should manage care (and who that provider should be) or whether different specialists should be housed in the same building. In practice, OSS services have evolved in different ways, dependent on setting, provider interest, and resources. More contraceptive services are offering chlamydial screening, GUM services supplying contraceptives, and general practitioners (GPs) leading on specialist sexual health services than in the past. However, whether these services should be described as OSSs is arguable.
N ''It isn't GU services providing three family planning clinics a week and saying that it's an integrated sexual health service.'' (ID 5)
The new general medical services contract for GPs has the potential to expand current sexual health services within general practice. There is scope for local primary care organisations to negotiate with general practice providers to widen the remit of 'essential' sexual health services. Although it was acknowledged by interviewees that there is not capacity to have a fully integrated service within this setting, it was thought that GPs are underused and there was little incentive to change.
Concerns were voiced that sexual health was often viewed as a low priority at local level and different targets for different disciplines of GUM, contraceptive services, and general practice further complicated a move towards integration.
GUM services are often located within acute trusts while GPs and mainstream contraceptive services are within primary care trusts. This can act as a barrier to integration. It has been argued that in order to have an integrated approach common aims need to be established at the development stage. 10 Unfortunately, there is often considerable discrepancy between planned and executed actions in terms of integration. 11 One of the logistical problems that has been described when integrating community contraceptive and GUM services is that users often end up having different case notes even if all the services are under one roof. There are usually different computer and monitoring systems. 12 13 This demonstrates that simply placing two separate services in one building, without a commitment to structural change to bring the services together, does not necessarily lead to meaningful integration.
It is argued that local ''managed'' networks will provide a framework for planning and structuring services, as well as establishing integrated pathways for the user.
14 Some of the interviewees felt it was more important (and realistic) to establish collaborative networks, with clear signposting and Figure 1 Levels of integration.
One stop shop versus collaborative integrationconsistent messages between services, rather than focusing on OSSs.
N ''values rather than bricks and mortar.'' (ID 11)
Public health perspective Contraceptive and GUM services have developed along largely independent paths with health issues that are closely related. An interviewee described how the issues were inseparable, and explained how ''not taking a sexual history when offering contraceptive care was like giving drugs to a diabetic without discussing diet.'' (ID 9). In the second National Survey of Sexual Attitudes and Lifestyles, 11% of men and 13% of women reported ever having an STI. 15 Of these, 76% of men and 57% of women reported attending a GUM clinic. Women were more likely than men to attend their GP for STI treatment. Chlamydial infection is prevalent among users of community contraceptive clinics and general practice. 1 16 Yet there is still insufficient STI screening and treatment in these services. 17 A study of under 16s attending a GUM clinic in London found that 19% of all female attendees were pregnant, and 76% of those who were not pregnant were not using any contraception at the time. 18 Over half of these women reported that they did not receive advice on contraception during their visit.
An OSS approach has the potential to reduce poor sexual health. It has been argued that combined services under one roof may be more successful at targeting clients who are not aware that they need the alternative service. 19 20 The effect of different models of sexual health service delivery on STI detection and management or the uptake of contraception remains unknown.
A study in London found that the management of uncomplicated STIs in community clinics was a feasible and effective alternative to merging contraceptive and GUM services into one site. 21 Concerns exist that OSS models of sexual health provision may result in centralisation of services and closure of satellite services. If there are too few trained staff to deal with extra capacity and longer consultations resulting from the complexity of the case mix, delays could increase and the public health crisis worsen. Rural services in particular may suffer. A reduced satellite community contraceptive service may mean that some women would use less effective ''over the counter'' methods or no method at all, rather than travel further to a clinic or go to their GP. 22 Satellite and outreach services were seen as an important way of reaching young people and other vulnerable groups in settings such as youth centres and schools. These services act as a ''sort of stepping stone into a more mainstream fuller service'' (ID 1) and it is important to have local flexibility. One interviewee explained, ''a move towards OSSs does not have to mean the end of satellite services; instead we should be looking at adopting a more 'hub and spoke approach' increasing integration and access across the community'' (ID 7).
The user perspective Designated young people's services have led the development of OSS approaches in the United Kingdom, 19 illustrating how changes in service delivery have been introduced to meet local and client specific demands rather than being purely driven by national policy.
Another argument for having contraceptive and STI services under one roof is to be more user focused. The traditional division between contraceptive and GUM services may not be so evident to those who use the services. 23 User groups in sexual health are a rarity, and therefore users have no directly driven integration policy. In terms of the development of services there may be conflict between user and staff priorities. 24 The benefits of OSSs for users include convenience, a more holistic approach, fewer provider contacts, greater continuity of care, and less referral to other services. [25] [26] [27] [28] Evidence suggests that people referred to GUM clinics from contraceptive services do not often attend. 29 30 The OSS model has been described as particularly attractive to young people, 21 as, for example, issues such as drug use and poor educational achievement can be addressed alongside sexual health. However, OSSs do not necessarily provide a ''seamless approach.'' An interviewee described how within one service ''a patient can be unnecessarily 'shunted' between different staff during one visit'' (ID 10), and therefore the number of contacts with different professionals may not be reduced. There is evidence that users may receive less information in a OSS service compared to a dedicated service.
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Different services often have different target groups. People who use contraceptive clinics are more likely to be younger and single compared to GP users. 31 A number of factors affecting service preference have been identified by users. 32 33 In contraceptive clinics a wider range of methods may be available and there is a greater chance of seeing a female doctor. In one study just over half of GUM attendees (57%) said they would use a contraceptive service within the GUM clinic. 34 Services in general practice may be preferred because they offer greater continuity of care and the reason for the visit is not obvious. There are concerns that, by having all services under one roof, consumer choice is greatly reduced.
The stigma of GUM clinics may act as a barrier to access. 35 Contraceptive clinics may have a more ''benign appeal'' to women, but men are less likely to access these services. 26 One of the interviewees felt the branding of sexual health services was one of the main challenges. Health professionals were seen as key in reducing any stigma around using sexual health services.
N ''The point about stigma is that it should not be perpetuated by the people providing the services.'' (ID 4)
Staff perspective
Interviewees commented that the historical divide between general practice, GUM clinics, and contraceptive services still affects attitudes.
N ''I think the historical legacy is still quite strong and there is a little bit of rivalry.'' (ID 1)
Concerns exist about restructuring service provision to an OSS model. From a provider perspective, this includes concerns about professional development, status, and adequacy of expertise. 36 Many staff working in sexual health services are currently not trained in both contraception and GUM. 37 Some interviewees felt that a move towards OSSs would not lead to the sacrifice of specialist skills:
N ''It's helpful for people's career development and their sense of professionalism to have specialisms, but … they could still be all generalists in sexual health.'' (ID 11)
There is evidence that working within an integrated service maximises staff motivation. 27 Most interviewees thought that the move towards integration would increase career opportunities, particularly for nurses. Other benefits include greater flexibility from the management perspective, as there is a dual trained workforce, and use of a team approach rather than staff working in isolation on a sessional basis. 6 38 There is also the potential to increase the profile of those working within mainstream contraceptive services. One interviewee explained career opportunities are often lacking in this specialty.
A commitment to multisector and multidisciplinary training was seen as crucial to address attitudes on talking about sex.
N ''We were fanatically obsessed with taking blood pressure (of women wanting the pill) … but lots of people didn't talk about taking chlamydia swabs and using condoms.'' (ID 9) Cost It has been argued that OSS models improve efficiency and cost effectiveness by avoiding duplication of service delivery functions and by delivering more services per client contact. 11 12 26 27 The provision of parallel services is expensive and limited resources often mean that opening hours are reduced. 39 Although it appears there will need to be additional costs to provide more integrated services (including the provision of OSSs), it has been argued that integration is not just about new buildings and more consultants; there is a need to be innovative and utilise the existing infrastructure. 6 Concerns have been voiced that OSS models can result in a loss of focus on a particular health issue and hence lack of designated funds. 40 Interviewees described how commissioning priorities around sexual health were often patchy:
N ''On the one hand we've got all the tools … you've got a strategy, action plan, guidance and at the same time you've got no levers in the system to make it happen … We're steering not rowing.'' (ID 3)
Interviewees believed there is a lack of evidence that OSSs are more cost effective than separate services that work in collaboration.
CONCLUSION
There is increasing pressure on sexual health services as rates of infections and high risk sexual behaviour rise. As demand for services increases, it has become more difficult to provide high quality, open access services. In light of these factors there has been a need to rethink service delivery. The literature review and interviewees identified a number of issues that commissioners need to explore when making plans for sexual health services. Namely, the importance of being clear when defining integration and OSS approaches, where and how integration should take place, and what benefits are expected from the different approaches. Despite the government's policy and financial commitment to evaluating OSS approaches, there is currently no clear evidence to suggest that OSSs are any more or less effective in improving sexual health outcomes, acceptable (to both staff and users), accessible or cost effective than separate services that work collaboratively.
